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Colin Drummond, SCAN Lead 

So the Big Yin has been to see Her Indoors 
and the race has officially begun. With polls 
predicting the closest election result for 
many years, experienced gamblers would 
be hard pushed to pick a clear winner. But 
enough about the RCPsych Faculty 
election of a new Chair! 

The more observant SCANbites reader 
may have noticed the launch of another 
electoral race which also promises to be 
close run. Even the traditional outsiders 
might, for a change, hold the balance of 
power in a hung parliament. So what are 
the prospects for a post-election change in 
drug and alcohol policy? 

All of the main national political parties 
we approached were swift to take the 
opportunity to tell SCANbites about their 
plans... except Labour. We tried 
everything we could think of (and even 
some things we couldn’t think of) to get a 
response from the New Labour propaganda 
machine. But, no dice, nix, nada. 

._ rt Maybe the machine 

kT a is missing its arch 

♦ 4 l spinmeister. Or 

[ maybe they haven’t 
,/ thought about drugs 

(K , and alcohol yet, what 

I with the economy 


down the pan, a war to wage on another 
continent, and what to do about all those 
second homes in a depressed housing 
market to worry about, and second hand 
plasma TVs to flog. Drugs and alcohol are 
probably not top of their ‘to do’ list. So our 
ace reporter-at-large, Sally Braithwaite, has 
had to put herself inside the New Labour 
mind: a risky business at the best of times! 

None of the main political parties is 
offering to increase funding for addiction 
treatment, not in this financial climate. But 
the Liberal Democrats seem to be the only 
party looking to address the disparity in 
funding between alcohol and drug 
treatment. It is likely that this would have 
to come at the expense of drug treatment 
spending: a bit of a worry for the NTA. 

The grass is greener 
Meanwhile the Greens seem to be rather 
taken with the idea of a return to the old 
British System of heroin prescribing based 
on a generous leap of faith from the 
RIOTT trial findings. Replacing oral 
methadone with injectable heroin does 
seem a bit of a retrograde, if not a rather 
costly, step. At least they didn’t go so far as 
to suggest cultivating your own opium 
poppies. 

The Conservatives on the other hand 
plan to promote their ‘Recovery Agenda’. —► 
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SCANbites has inevitably caught election 
fever: clearly more 
^ infectious than swine flu 
and twice as deadly! We 
look at the four main 
political parties' 
aspirations for drug and 
alcohol policy. We also 
have commentaries and 
reactions from Paul Hayes of the NTA 
(page 5), Paul Paterson, a service user 
representative (page 6) and Michael 
Farrell of the RCPsych Faculty of 
Addictions (page 6). 


Peter Rice provides an update on 
what the Scottish Alcohol Bill 
promises (page 7), and Adam 
Major of the NTA offers a first / 
glimpse at the data collected 
by the National Alcohol 
Treatment Monitoring System 
(page 11). 
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The SCANbites interview is 
with Claire Gerada, GP 
Principal in Lambeth, newly 
elected Chair of RCGP and 
Medical Director of the Practitioner 
Health Programme for sick doctors and 
dentists (pages 8,9). Karen Williams 
shares her experiences of establishing 
one of the NTA-funded Contingency 
Management demonstration sites (p. 14). 


We return to the issue of re-tendering on 
page 13; where Nick Barton, Chief 
Executive of Action on Addiction gives an 
account from the perspective 
of the third sector, while 
Owen Bowden-Jones 
offers some practical and 
helpful advice gleaned from a 
recent survey of those 
who've been there already 
(page 12). 


Elvis found alive ► 


















ELECTION: PARTY POSITIONS 


SCAN invited the main political parties 


Colin Drummond, 
SCAN Lead 



"What?/ 
It says here 
fondue sets will 
no longer be an 
allowable 
MPs ’ expense." 


One can see a new storyline for Yes, Minister 
developing: 

Scene 1: Richmond House, Whitehall, 

OFFICE OF THE NEW MINISTER FOR PUBLIC 

Health. Decorators putting the 

FINISHING TOUCHES ON THE REPLICA PUGIN 
WALLPAPER MAKEOVER. 

The Rt Hon Jim Hacker MP: “Permanent 
Secretary.” 

Permanent Secretary: “Yes, Minister?” 

Hacker: “The chaps at Central Office have 
come up with a jolly good wheeze to 
send everyone on methadone 
treatment into rehab. It’s about time 
these addicts learned to stand on their 
own two feet rather than relying on 
state funded addiction.” 

PS: “Yes, of course, Minister” 

Hacker: “So what do you think?” 

PS: “Well, Minister, if I said to you ‘think 
of three times the Gross National 
Product of a small African state’ would 
that help?” 

Hacker: “Well I suppose every plan has its 
day, and that would not be today... 
um...or tomorrow?” 

PS: “Yes, Minister! Very perspicacious, if I 
may say so, Minister.” 

Meanwhile, north of Hadrian’s wall the 
Scottish Government is still battling to 
push through its Alcohol Bill to, inter alia, 
bring in a minimum price for a unit of 
alcohol to end the deep discounting by 
supermarkets. Peter Rice warns that this 
may be killed by party political interests, 
once again, taking precedence over public 
health considerations. Ideally, as Mike 
Farrell suggests, we could do with a return 
to greater cross-party consensus on drug 
and alcohol policy. Will a hung parliament 
assist that? We shall see post May 6. 

Whatever the outcome, it’s about time 
the BBC brought back Yes, Minister. More 
healthy scepticism about the political 
process is needed. I can feel a new SCAN 
petition coming on! 




Green Party drug and 
alcohol policies 

In the last 30 or more years drugs have 
become a politically charged issue. In 
the broadly right wing media the 
dangers of the drugs themselves have 
been overplayed and the effects of the 
crime associated with the illegal drugs 
trade have been underplayed. 

We have the situation today where 
scientists on the ACMD (Advisory 
Council on the Misuse of Drugs) may 
be sacked for pointing out relative 
dangers of drugs and a classification 
system based on politics and not 
danger to the public. 

According to the British Crime Survey 1 
cannabis use dropped over the last 10 
years to just under 10% of the 
population and just under 20% of 16- 
24 year age group, with cocaine usage 
increasing to 3% and 5% of 16-24 
year olds. The Home Office online 
Survey 2006 2 suggests there are 
327,000 Class A problem drug users, 
leading to just under 1000 deaths per 
year in this group, however the main 
effect on wider society is the crime 
wave caused by problem users feeding 
an expensive habit. 

The leaked 2003 Prime Minister's 
Strategy Unit Report 3 estimated that 
class A drug use causes 56% of all 
crime in the UK, including 85% of 
shoplifting, 70-80% of burglaries, 

54% of robberies, with economic and 
social costs to society of £15.4bn 4 . An 
effective class A drug policy could cut 
crime hugely and free up much 
needed funds for other parts of the 
welfare state. 

If we prohibit a drug for which there is 
a demand we simply create an illegal 
market; the Home Office estimates the 
illegal drug market to be around 
£4.6bn in 2004 5 . This produces the 
wrong role models on local estates - 
the dealer with flashy clothes, girls and 


We would treat 
heroin addiction 
as a health issue . 
and not wait for it 
to become a 
crime problem 


cars, and the opportunities for 
governments to use untraceable 
money for political ends - CIA, 
Nicaraguan contras and cocaine in the 
1980s and recently, accordingly to ex- 
FBI whistle blower, Sibel Edmonds, the 
Turkish / US government shipping 
Afghan heroin to the UK. 

Ultimately we wish to undercut the 
illegal drug market. We would 
regulate and control the largest drug 
market of cannabis roughly along the 
Dutch model, where less youth and 
adults consume cannabis than in the 
UK, with a clear age limit and 
information on strength and type 
especially % of tetrahydrocannabinol 
(THC) and cannabidiol (CBD) in the 
cannabis which has an effect on 
schizophrenia according to research by 
Dr Zerrin Atakan 6 . 

We would treat heroin addiction as a 
health issue and not wait for it to 
become a crime problem, in short a 
return to the old 1970s 'British system' 
of prescribing heroin to registered 
addicts as a gateway to a range of 
consensual treatments. We fully 
support the current Random 
Injectable Opiate Treatment Trials 
(RIOTT) and would have liked to have 
seen them rolled out nationally in the 
future. The trials give a 'much 
improved' or 'very much improved' for 
75% for patients given diamorphine, 
45% for injectable methadone and 
30% for oral methadone. The Green 
Party believes that building on the 
success of this trial would have 
positive effects for the health of 
addicts and society. The current high 
cost of around £15k per addict of 
treatment would come down with 
scale and is dwarfed by the overall 
economic and social costs of £15.4bn. 

In terms of alcohol, the problems are 
currently of a very different nature, 
with consumption being legal and 
culturally encouraged. Our policy is to 
curb the excesses and lessen the 
societal encouragement, primarily 
through a mixture of minimum 
pricing, smaller measures and a 
complete ban on advertising. 
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in England to set out their drug and alcohol policies. This is what they had to say... 


Finally, investment in drug and alcohol 
treatment services is woefully low. We 
would want to see far more 
investment in front line provision of 
treatment services. 

Shane Collins, Green Party Drugs 
Spokesperson shane@gn.apc.org 


By focusing on 
early intervention 
and harm 
reduction... we 
would make the 
most of resources 


The Liberal Democrats' Position 
Paper on Drug and Alcohol 
Treatment Services 






Green Party 
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Drug and alcohol misuse and addiction have 
devastating effects. The impact on individuals, 
families and friends are personal tragedies which 
affect millions of people across the UK. The 
financial burden of providing treatment and 
support to these people is already stretching 
services to breaking point and the cost to the 
NHS is rising steadily. 

Recent figures from the National Treatment 
Agency for Substance Misuse (NTA) 
highlighted the rising number of young people 
seeking help for drug and alcohol problems. 

The number of people being admitted to 
hospital or developing mental health problems 
as a result of substance misuse is rising at an 
alarming rate. In a very tough financial climate 
we need to assess whether we are using 
resources as effectively as possible. 

The Liberal Democrats believe that tackling 
substance abuse and addiction needs to be 
focused as far as possible on helping people 
recover rather than punishing them. Our Home 
Affairs Spokesman Chris Huhne has set out 
plans to divert people with drug and alcohol 
problems from the prison system into specialist 
treatment units. I have visited the impressive 
RAPt project at Wayland Prison in Norfolk. The 
testimonies of prisoners who had at last been 
given the guidance and support to tackle their 
addictions were really compelling. 

We believe that there are two key factors that 
need to be addressed to improve the provision 
of drug and alcohol services. First and foremost 
we need to do as much as possible focusing on 
prevention and early intervention. We have set 
out specific proposals on alcohol pricing and 
availability which we believe will begin to 
address the high levels of problem drinking. 

The Government should listen to its own 
medical advice on minimum pricing. 

The NHS needs to make much better use of 
contact with patients to identify and address 
drug and alcohol problems. We need to 
introduce drug and alcohol screening 
programmes in A&E units and at GP surgeries. 


If we can refer people to treatment services 
earlier, then we can try and help them before 
the personal, financial and social costs have 
started to spiral out of control. 

Secondly, it is surely ridiculous to deal with the 
funding of drug treatment differently from 
alcohol treatment. The impression one is left 
with is that funding has more to do with a 
criminal justice agenda associated with illegal 
drugs than one based on targeting help where 
the clinical need is greatest. A recent article 
highlighted the fact that over half of the 
representatives of England’s 120 Community 
Drug and Alcohol teams agreed that 
‘Government targets for treatment of illicit drug 
users has had a disastrous effect on the provision 
of alcohol treatment services’. More worryingly, 
in the same article, only 11%* believed that 
alcohol treatment services had improved over 
the last few years. These figures matter because 
they highlight the fact that for too long, 
Government treatment priorities have been 
dictated by tabloid agendas rather than 
evidence. 

There are estimated to be over 1 million people 
dependent on alcohol in the UK, compared to 
250,000 dependent on illicit drugs, yet in most 
instances spending is directed heavily towards 
tackling the latter group. I believe that the time 
has come for the NHS to consider whether it is 
sustainable for populist attitudes to dictate 
treatment priorities or whether a focus on the 
harm that the addiction causes would be more 
productive. I believe that the NHS needs to 
start taking alcohol abuse much more seriously - 
it simply can’t afford not to. 

By focusing on early intervention and harm 
reduction, our policies would make the most of 
the available financial and human resources. 

The Liberal Democrats don’t believe that the 
solutions to drug and alcohol misuse lie solely in 
improving the provision of services for those 
who develop substance misuse problems. 
However, if we can get these things right we can 
provide benefits that will be felt well beyond 
the NHS. 

Andrew Forth , Parliamentary Researcher to Rt Hon 
Norman Lamb MP, Liberal Democrat Health 
Spokesman 
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ELECTION: PARTY POSITIONS 



Labour’s policies 
have been focused 
on management... 
rather than on 
breaking the cycle 
of addiction 



The Conservative Party position on drug and alcohol policy 

There is little doubt that this country has a significant problem with drink and drugs. The UK has 
the highest level of problem drug use and the second highest level of drug-related deaths in 
Europe. The prevalence of drug and alcohol use by young people in this country as compared to 
other industrialised nations is also significant. The consequences are becoming ever starker. The 
cost to society from drug and alcohol abuse is estimated at £39 billion a year. Drug-related 
crimes have increased, contributing to social breakdown and anti-social behaviour. 

Labour's drug policies have been focused on maintenance and management, rather than seeking 
to break the cycle of addiction. The Government's measure of success for its policy has been 
based upon the number of people engaged in treatment services, marginalising quality 
interventions in favour of increased numbers of assessments and referrals. The effect is to 
maintain people in addiction rather than to help them become drug free. Increasing methadone 
prescriptions is leading to drug dependency courtesy of the state and the failure to deal with the 
problem of poly-drug addiction combining opiates and stimulants. 


The Labour Party drug and 
alcohol policy 


Despite many attempts by SCANbites to 
discover what Labour is thinking about drug 
and alcohol policy should they be elected for 
another term, Andy Burnham, Secretary of 
State for Health, and Gillian Merron, the 
Public Health Minister, remained unavailable 
for comment. So in the absence of other 
information we shall have to assume that the 
current drug and alcohol strategy of the 
Home Office and Department of Health 1 -2,3,4 
will continue to be central to Labour's election 
manifesto. 


The chaos over the treatment of cannabis has been immensely damaging to the classification 
system and the ability of Government to obtain expert input. As for alcohol, Labour's licensing 
reforms have failed to deliver the 'cafe culture' that was promised. Instead we have 
communities blighted by drink- fuelled disorder and hospital casualty departments picking up the 
health consequences of excessive drinking. Lack of focus on drugs interdictions has contributed 
to street prices for heroin and cocaine being at record lows. We simply can't go on like this. 

Conservatives would re-balance drug treatment more in favour of abstinence-based 
rehabilitation and an outcome-based approach to help addicts become drug-free. We would 
deliver clearer public health messages on the dangers linked to drugs rather than using the proxy 
of the criminal drug classification system to impart information on harms. Education and advice 
directed at young people would give greater emphasis to drug prevention. We would also create 
a new national border police force to help prevent drugs sourced from overseas supply routes 
getting into this country. New challenges are emerging from so called 'legal highs' such as 
Mephedrone and 'next generation' analogues which have left the Government playing catch-up. 
We will consider carefully what changes to law and regulation may be required to respond to 
this new group of 'me too' drugs. 

To help combat alcohol abuse we would make significant reforms to the licensing laws. We will 
remove the general presumption in favour of permitting any licensing application. The burden 
would be on applicants to show how their proposed licence application or extension would not 
cause any harm. Conservatives will give licensing authorities the explicit power to control the 
closing time and licensed capacity of premises by changing the relevant statutory guidance. In 
addition we would allow councils to set a 'late night levy' to make licensed premises which open 
late at night provide a monetary contribution to the additional cost of policing and cleaning up 
those areas. A Conservative government would introduce significant price increases on those 
products most strongly associated with binge drinking and under-age alcohol consumption. 

Even more fundamentally, we would address a number of the causal factors that lead to drug 
and alcohol dependency. Addiction cannot be viewed in isolation and is in part symptomatic of 
wider issues of family and social breakdown. That's why policies such as the addition of 4,200 
more health visitors to support children and their parents in the first few years of life will focus 
on early years intervention and breaking inter-generational deprivation. More of the same on 
drugs just isn't an option. 

Rt Hon Mr James Brokenshire, MP 



Conservatives 


The reports 'New Drug Strategy' and 'New 
Drugs Strategy One Year On' 1 - 2 both outline 
the next ten year plan to 2018. Reduction in 
the level of crime, tackling drug supply 
networks and international trafficking remain 
high on the agenda. Authorities will be 
empowered with the right to seize assets of 
crime, and to gather community intelligence 
on local drug networks through the 
enhancement of neighbourhood policing 
teams. 

Increased penalties for the repeated offenders 
of cannabis possession and public smoking of 
cannabis are planned, as is more community 
sentencing with requirements for drug 
rehabilitation through the continuation of the 
Drug Intervention Programme (DIP), first 
introduced in 2003. 

Not only the causes but the consequences of 
drug-related crime are to be tackled through 
an improvement in the availability of drug 
treatment programmes and restrictions on 
illicit drug supply within prisons. Back in the 
community we will see greater availability of 
support and information to families and the 
children of drug misusing parents through the 
provision of compulsory drug education 
within schools and through campaigns such 
as FRANK. Greater involvement of job centre 
advisors in recognising drug problems will also 
occur. 

The alcohol strategy, 'Safe, Sensible Social', 
envisages three key objectives: "the reduction 
in alcohol-related crime, the public's 
perceptions of drunken and rowdy behaviour, 
and ill health and hospital admissions caused 
by alcohol" 3 - 4 . 
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MANIFESTO REACTIONS 



There will be 
stronger, 
drink-driving 
enforcement 


The strategy lists 23 priority action points 
which include proposals for the early 
identification and treatment of alcohol 
misusers with increased penalties for alcohol- 
related offences which mirror those for drug 
abuse, with prison programmes involving 
health and educational interventions, 
information packs and access to brief alcohol 
advisory interventions. Drink driving will also 
become a riskier business with an emphasis on 
stronger enforcement. The sale of alcohol to 
the under-aged will be closely monitored with 
a view to collecting data to enhance 
enforcement. Young people, parents and 
pregnant drinkers will receive advice on 
consumption. 


We will see the launch of a social marketing 
campaign promoting a "say no to alcohol" 
culture. Campaigns about safe drinking limits 
will be continued and challenging the 
perceived culture of tolerance to drunkenness 
will be introduced. The replacement of 
dangerous glassware in problematic pubs and 
clubs also forms part of these detailed 
proposals. A review of the correlation between 
misuse and alcohol pricing, labelling and 
promotion will be undertaken following the 
public consultation with a view to considering 
future tighter regulatory controls. 

Sally Braithwaite, SCAN Policy Advisor 


Labour 


* 


f£T 


REFERENCES 

1 Home Office 'Drugs: protecting families and 
communities' 2008 

2 Home Office 'New Drug Strategy one year 
on' 2009 

3 Department of Health 'Safe. Sensible. Social. 
The next steps in the National Alcohol 
Strategy.' 2007 

4 Department of Health 'Safe. Sensible.Social.' 
- Consultation on further action. 2008 
Consultation Report 



Thoughts on the main political party views 
on their future drug and alcohol policies. 

Reaction from the NTA | Paul Hayes 


U ncertainty is par for the 
course in the run up to 
any general election, 
particularly in an 
environment where the 
challenging financial and economic 
climate is dominating political debate. 

It is striking therefore that none of the 
party contributions to this discussion 
about drug and alcohol treatment 
mention funding, when there is acute 
awareness of the potential for cuts 
within the public sector. 

The NTA exhaustively makes the case 
for continued investment in drug 
treatment because it delivers such 
significant benefits for the community, 
for the individual, and value for money 
for the taxpayer. It is incumbent upon 
all of us who value drug treatment to be 
part of the debate about its future, and 
as voters and professionals, clinicians 
should play a central role in shaping 
and influencing political thinking in the 
run up to the election and in the world 
after it, so that individual drug users, 
families and communities continue to 
benefit from widespread availability of 
effective drug treatment. 

There has been a backlash against the 
use of methadone which in the public 
domain has manifested itself in hostility 
to it as the mainstay of treating heroin 
addiction. In private, the Conservatives 
are more emollient, but whilst James 
Brokenshire is right to identify future 
direction as rebalancing the system so 
that users are offered a genuine choice 
of treatments, it is important that the 
anti-methadone rhetoric does not drive 
the debate and that clinicians are key 
actors in securing a well balanced, 
evidence-based refocus on recovery 
from drug addiction. 

James Brokenshire argues for an 
outcome-based approach to drug 
treatment, consistent with the approach 
Andrew Lansley has outlined for 
health, which increases the onus on 
those delivering treatment to 
demonstrate its outcomes, and for the 
NTA to report on the outcome trends. 
Whilst there has been some resistance 


at the frontline to the Treatment 
Outcomes Profile, its development 
means we are collectively able to meet 
this challenge whereas other parts of 
the health service still have to adapt. 
The recent Lancet article, which used 
TOP to evaluate community 
treatments for heroin and crack 
addiction, is a case in point. Outcome 
measures cannot exist without a degree 
of form-filling so it is unrealistic to 
expect monitoring to disappear under 
any government! 

The parties raise a vital question about 
the funding of alcohol treatment which 
will need to be confronted by a new 
government. However, pitting drug 
treatment funds against those for 
alcohol is not the answer: if only 11 per 
cent of drug and alcohol teams believe 
alcohol treatment has improved, then 
the response needs to be to boost 
investment in alcohol treatment, not 
diminish the gains made by drug 
treatment. 

Both the Conservative and Liberal 
Democrat contributions emphasise 
prevention of drug use, which is 
understandable, but it is important to 
ensure that the government focuses its 
investment where it is going to deliver 
results based on evidence that those 
strategies will work. Drug treatment has 
received considerable investment 
because of the weight of evidence 
behind it. 

It is encouraging to see the parties 
explicitly link drug use with poverty 
and social disadvantage. Drug use is 
not only caused by poverty but 
creates a cycle of social deprivation, 
and drug treatment services need to 
work much more effectively with 
wider children’s and family services. 

As the reach of the treatment system 
has extended it can be a vehicle to 
make those links to protect the 
vulnerable from harm and so that 
problematic substance misuse can be 
addressed. As clinical leaders there is 
a responsibility both to make that a 
reality on the ground and to drive it at 
national policy level. 


Paul Hayes is 

CEO of the 

National 

Treatment 

Agency for 

Substance 

Misuse 



SCANbites, Spring 2010 | 5 











A service user's perspective | Paul Paterson 


Reaction from the RCPsych 
Michael Farrell 


Paul Paterson is 
a Service User 
Representative 
in London 



M y responses to the 
political views are 
personal, as I have 
been in treatment 
myself and have spent 
the last five years representing the 
Service Users’ views. 

In general, I believe that the emphasis 
that some parties have put on promoting 
more public health messages is 
misguided by the mistaken belief that 
people in this country are not aware of 
the dangers of drugs. Given the current 
amount of publicity addiction gets in 
the media, more public health 
information is unlikely to change 
people’s behaviour. Promoting the 
illegality of drugs and strengthening 
criminal sanctions makes them all the 
more alluring to the disenchanted and 
disillusioned and, I believe, glamorises 
the drug culture even further. The 
lesson of prohibition in America should 
have taught us that the state cannot 
effectively attempt to reduce substance 
use by criminalisation. If increased law 
enforcement measures were to drive 
street drug prices higher, there is a 
danger that addicts will just commit 
more offences to raise the money 
needed to buy them. As long as there is 
a demand and a market, there will 
always be people willing to supply for 
profit. 

The Liberal Democrats’ response is 
much more realistic, focusing on health 
rather than criminal justice issues and 
addressing the disparity in treatment 
funding and availability between drugs 
and alcohol. The Green party’s views 
are radical, advocating undercutting the 
illegal drug market but their plan of 
managing cannabis along the Dutch 
model is, I believe, the most realistic of 
all, although their policies for cocaine 
misuse fall short. Even though its 
response highlights the recent increases 
in cocaine use, no suggestions are made 
about how to tackle the problem. More 
research and investment in cocaine 
addiction is obviously needed. 

I am concerned about the Conservative 
prospect that abstinence is the only way 
forward. This is misguided as the fact is 
that addiction is a relapsing condition. 

In my experience, being substance-free 
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is only the start of a journey back into 
society and politicians should recognise 
that people cannot be forced into 
abstinence by simply changing a policy. 
Although abstinence has many followers 
within the service user fraternity, it must 
be recognised that many addicts’ lives 
decompensate without the support of 
some medication. Forcing all unwilling 
addicts into abstinence could be hugely 
detrimental and costly. A more client- 
centred approach is needed whereby 
those seeking abstinence should be 
fully supported in their goal but their 
outcomes are not politically determined. 

I feel that the Green Party's plans to re¬ 
introduce the “old British system” of 
prescribing heroin to heroin addicts 
should be part of a wider reform of drug 
treatment. A choice of all the available 
treatment methods should be given to 
all service users, including, for example, 
maintenance on diamorphine for those 
few unable to stabilise by other 
methods. The worry that all addicts will 
choose this option, if it were available, 
is, I believe unfounded as many 
currently maintained on methadone 
want to become abstinent and would 
not choose to return to using injectable 
medication. 

I really do not see any point in 
criticising Labour’s policies as they 
have increased funding and the 
availability of treatment and are at least 
trying to address the longer term future 
for recovering addicts by putting 
funding in place to train job centre 
advisors to assist clients in entering or 
re-entering the work force. However, I 
believe that the Conservative approach 
of increasing the numbers of Health 
Visitors to deal with inter-generational 
breakdown is like sticking a plaster on 
a severed artery: it can hardly be called 
better than nothing. 

Obviously, in the long-run, prevention is 
better than cure, but a lot will need to 
change in our current society to stop 
young people feeling the need to opt 
out of it, which is what many 
consciously do when taking drugs. Not 
because they are bad people, but 
because there is no place in society for 
them, unless a future on benefits or in 
menial employment fills them with joy. 


An overview of the political landscape 
on drug and alcohol policy in the face of 
a looming election. 

One of the best things that the political 
parties have achieved on drug policy for 
the past few decades has been that it has 
avoided policy becoming a party bun fight. 

Regrettably at the moment we seem 
to be slipping rapidly away from a cross¬ 
party consensus on drug policy. 

Drug policy is complex and does not 
lend itself to vote winning political 
slogans. But as with any policy it clearly 
needs regular and timely review. A new or 
re-elected Government will have much on 
its plate and drug policy would appear to 
be well down the agenda. The major 
impact of course will be that any new 
administration will be required to claw 
back public spending. The key initiatives 
are likely to be approaches that promise 
conceptual change but do not require new 
investment. 

Currently the Conservatives have 
adopted the most high profile strategy 
with the explicit criticism of the resources 
that are invested in community-based 
services that utilise medications such as 
methadone and buprenorphine. The push 
for a new recovery-based strategy would 
be welcome if it managed to expand tier 3 
and tier 4 services and increase access to 
residential rehabilitation. However, if such 
an expansion is at the cost of current 
community-based services, then it will 
undoubtedly give rise to big problems. A 
medium-term strategy that invests heavily 
in inpatient and residential services in 
preference to community-based services is 
against the grain of all current healthcare 
strategies. 

The existing administration, if it 
continues, is likely to continue to expand 
interventions in the prison setting through 
IDTS. Given the emphasis on improving 
approaches in the criminal justice system 
one would hope that any administration 
would see the sense in this and 
continue it. However, there must be 
some risk that a Conservative 
administration would wish to move 
away from this and it's the sort 
of move that would carry 
support from Daily Mail 
readers and voters. 

No party 
makes much 
mention of the 
new so-called 













SCOTTISH ALCOHOL POLICY 





"legal high" drugs, but there seems little 
doubt that such drugs will dominate much 
of the political and policy landscape over 
the life of the next Government and result 
in further discussions on drug control and 
drug classification systems. 

The ongoing war in Afghanistan and 
the supply of drugs from that region make 
drug supply and approaches to the Supply 
Reduction issues an ongoing area of 
government priority. Labour have covered 
this in some of their policies. 

All parties pay lip service to prevention 
but clearly the need for a re-appraisal of 
future prevention in tobacco, drug and 
alcohol is timely and the Liberal Democrats 
have been more vocal on this. The Liberal 
Democrats also speak of pushing decisions 
more locally which could result in the 
dismantling of current national 
performance structures. 

On balance none of the parties are 
especially impressive. Ideally we would like 
to see far more cross-party consensus on 
the need to invest in both research and 
interventions to build a better evidence 
base for both prevention and treatment. 

Policymakers need to build an 
integrated tobacco, drug and alcohol 
policy and to work together to build on 
the achievements in tobacco prevention 
and apply them to both drug and alcohol 
policy. In many ways the Liberal Democrats 
seem to be the ones closest to this 
direction of policy travel. 


“Ban alcohol being sold below a minimum price per unit” 


profit! This raises the question of why 
producers and retailers would behave this way. 
Answers on a postcard to the editor, please! 


Professor Michael Farrell, Chair 
of the Faculty of Addictions, 
Royal College of Psychiatrists 


■ Ban any discount for multiple purchase. 
This would end 6 for the price of 5 offers and 
discounts for buying a crate of 24 beers. The 
justification for this is that higher volume sales 
lead to increased consumption. Parts of the 
industry have denied this, saying that 
customers store their bulk purchases for future 
consumption. However, no evidence has been 
produced from their extensive data on their 
customer’s purchase patterns, so the image 
that cellars all over Scotland are stocked to the 
rafters with carefully laid down Stella Artois 
and Jacob’s Creek may not be so. 


Update on alcohol 
pricing in Scotland 

Peter Rice 


■ Include a Social Responsibility levy to 
cover the costs of city centre management, a 
mandatory requirement for licensees to have 
an age verification policy and a local option to 
limit off-sales to over 21s. Few think the last of 
these will happen. 


The Bill has had its first reading and is now in 
the Committee stage, which will last until the 
summer. After this the Bill will go back to 
Parliament for a vote. 

The Alcohol issue has become a very hot 
political topic in Scotland. The SNP govern as 
a minority in Scotland and rely on the support 
of other parties to pass legislation. On the day 
the Bill was announced, Labour stated that 
they were not going to support minimum 
pricing, but would consider other price 
mechanisms. It had always been expected that 
the Conservatives would oppose restrictions 
on the free market, and the Liberal Democrats 
have a political reliance on the farming and 
whisky constituencies in the north east of 
Scotland. 

The arguments against minimum pricing 
are that it has not been tried elsewhere and 
that it would disadvantage poorer people. The 
price modelling approach adopted by Petra 
Meier and colleagues from the University of 
Sheffield has been challenged on the grounds 
that it’s not based on local data and the 
projected effects cannot be guaranteed. 
However, most political observers think that 
the opposition is based on a wish to give the 
SNP a “bloody nose”, on an issue which has 
become one of their flagship policies and it is 
interesting that at a UK level, Labour, 
Conservative and the Liberal Democrats are 
all considering some form of 
alcohol price controls. Keep 
watching this space. 


Regular SCANbites readers will be aware of 
the Scottish government’s moves on alcohol. 
For the first time in recent history a 
Government within the UK has adopted a 
fully fledged public health approach to alcohol 
and, in particular, has accepted that the price 
of alcohol is a key determinant in the harm 
community’s experience. 

In November 2009 the minority SNP 
Government published its Alcohol Bill. The 
key elements of this are the following 
amendments to the Licensing Act: 


■ Ban alcohol being sold below a minimum 
price per unit which will be determined by the 
Government. The process for setting the price 
is to be determined, but the stated intention is 
that the drinks industry would not have a role 
in setting the price. Other mechanisms were 
considered. Action through excise duties is not 
favoured because the price increases may not 
be passed on by retailers and “below cost 
selling” which has been suggested by the 
Scotch Whisky Association and others, is 
rejected because the price would be so low at 
around 26p per unit for spirits as to be 

ineffective. Interestingly, the 
definition of below cost 
selling by the industry 
appears to cover excise 
and VAT costs, but no 
costs for production, 
distribution, 
marketing or 


Dr Peter Rice, Consultant 
Addiction Psychiatrist, NHS 
Tayside, Montrose, Angus. 
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THE SCAN INTERVIEW 


Clare Gerada is the newly-elected Chair of the Royal College of General Practitioners and a Member of the Royal 
of the RCGP and leads on addiction issues in the College. She is the Medical Director of the Practitioner Health 


Interview with Dr Claire Gerada 
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SB: In addition to working as a 
General Practitioner, you have a 
distinguished career in addiction 
and have undertaken many 
different roles such as a senior 
advisory post at the Department of 
Health as well as providing national 
leadership in areas such as setting 
up the Certificate in Addiction for 
General Practitioners, the 
Practitioner Health Programme for 
addicted medical professionals and 
supporting Shared Care working 
arrangements. What initially 
attracted you to a career in 
medicine and addiction? 

CG: Well to be honest I was not going to 
be anything other than a doctor even 
though I didn’t do particularly well at 
school. So I don’t know what the lesson 
is other than that if you are determined 
to do something then, in a way, nothing 
need stop you. 

The real reason I wanted to be a 
doctor was because my father was a 
General Practitioner who used to take 
me out on his home visits when I was 


quite young, about eight or nine, which 
probably isn’t allowed nowadays. My 
father used to talk to me about being a 
doctor, which had the most profound 
impact on me especially when we 
visited people’s homes and I saw first 
hand, diseases such as severe measles, 
when people were really very sick. But 
there was also this sense that wherever 
my father went, people loved and 
admired him. This wasn’t the 
overriding reason why I wanted to 
become a doctor but there was this 
immense sense that you could do 
something good and be seen as a 
fantastic person in your community. It 
wasn’t quite vocalised in that way by 
him, but I know that it was definitely 
one of the reasons that drove me. I can 
also remember that I had a strong 
interest in medicine at an early age, and 
I used to travel to Cambridge, which 
was the nearest proper town and visit 
the academic book shop to just sit and 
read medical text books way before the 
age when anybody would usually think 
about doing that. 

The reason I went into psychiatry 


was really because I didn’t want to be a 
GP at that point in my life as I didn’t 
want to work in my father’s single- 
handed practice which was beckoning 
and waiting for me. My father’s practice 
later became double-handed but I knew 
that if I did psychiatry first I would then 
have to do further GP vocational 
training which was coming in at that 
time and meant I could delay becoming 
a GP, which was ultimately what I 
always wanted to do. However, I really 
used to enjoy psychiatry and my interest 
in it was there very early on in my 
medical career: when I was a House 
Officer I remember that I used to 
frequently take myself to the library and 
read the Yellow journal. I also used to 
bring my interest in psychiatry into my 
medical practice in my House jobs. It is 
quite extraordinary thinking back, but 
my supervising Consultant in 
Neurology, who also worked privately, 
would often take me to see some of his 
private hospital patients and ask me to 
do psychiatric assessments on them. I 
recall one young girl who had no obvious 
physical problems at all but needed 
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College of Psychiatrists, having trained at the Maudsley. She is a GP principal in Lambeth and Vice Chair 
Programme for sick doctors and dentists. She is interviewed by Sally Braithwaite for SCANbites. 



daily (urinary tract) catheterisation, so 
clearly my interest in psychiatry was 
there from very early on in my career. 

SB: You were instrumental in 
supporting the development of 
Shared Care arrangements in 
addiction, how do you feel Shared 
Care is currently working in the 
addiction field? 

CG: I think Shared Care has 
transformed the management of drug 
users in this country in the last 10 to 15 
years. It also helped that there was a 
movement towards Shared Care from 
some of my General Practitioner 
colleagues as well, particularly people 
such as Dr Chris Ford. I do still have 
some worries about Shared Care, but I 
think that the care of substance misusers 
has been transformed, as we now have 
10,500 GPs trained at Certificate of 
Addiction level 1 since 2004 and that is 
certainly paying dividends. 

However, one of the worries that I 
have about Shared Care is about the 
over-zealous nature of some Trusts, and 


dare I say it, some Third sector 
organisations, who still insist on asking 
patients to sign contracts, which I abhor. 
No patient should ever have to sign a 
contract. No patient with hypertension 
ever signs a contract so why should a 
drug user? 

The other concern I have is about 
the rigid nature of the shared care 
arrangements such as when it is strictly 
defined what the GP can and can’t do 
and what the shared care worker can and 
can’t do. The patient is actually the 
responsibility of the GP and the shared 
care worker is a guest in the care of that 
patient, if the care is being provided in 
the GP practice. The shared care worker 
should work with the practice to deliver 
care and not set out some unrealistic 
goals for the patient and then insist that 
the GP adheres to them. I know that is 
probably occurring in a very small 
number of cases but I do still see it 
happening. GPs get into trouble 
because, for example, they might give 
higher doses of methadone than the 
Shared Care nurse might advise or they 
might be allowing more transgressions 
than maybe, predominantly the third 
sector organisation might allow, so I 
think that Shared Care is currently 
working well but I just caution about it 
becoming too rigid. 

SB: Would you recommend any 
changes to the ways that Addiction 
Psychiatrists and General 
Practitioners currently work 
together? 

CG: I think that GPs and Addiction 
Psychiatrists work very well together 
but I still do have a fear that we must 
recognise more the skills and expertise 
that a Consultant Addiction Psychiatrist 
brings to the table and it is more than 
just managing a team. They bring 
immense skills around diagnosis, 
medicines management and also around 
the management of complex patients 
with physical illness - not necessarily 
complex co-morbidity. 

But I do often find it very difficult 
to get a psychiatric opinion for a patient. 
I do receive them because psychiatrists 
know that I am asking for one, but I 
think it is really important that the 
psychiatrists are able to provide 
specialist assessments that don’t 
necessarily really mean that they are 
taking over (the care of) the patient. I do 
think that psychiatrists need to re¬ 
examine their services so that they are 
able to provide the GP with a specialist 
assessment, not just for the nurses that 
work within their service. 

But otherwise, I think that things 


have moved on tremendously. I think 
there is a modus operandi that is 
working in most trusts where more 
psychiatrists and GPs with Special 
Interest, if I dare to call them that, are 
working alongside each other and who 
put the patient’s interests at the centre. 
I think in those situations, it is really 
working. 

SB: Recently re-commissioning and 
re-tendering of services has seen 
many changes in the way that 
services are delivered. You have 
already mentioned the third sector, 
which has seen more sessional 
medical input. Do you have any 
views about this and the potential 
impact on services? 

CG: Firstly, I have to declare a conflict 
of interest because I have have been 
working with the third sector with 
Turning Point and we have recently won 
the contract to provide services in 
Westminster. 

Notwithstanding that conflict, I do 
think that the third sector needs to 
understand that it is not just purchasing 
a doctor to write a prescription. That 
idea is driven by the key performance 
indicators and the targets that Trusts and 
providers now have to adhere to. It is 
also the third sector that is more likely, 
than say a Mental Health Trust, to think 
that doctors or GPs are there to just sign 
a prescription and they even call them 
‘the prescribing doctor’. I will never 
allow myself to be called a prescribing 
doctor: I am a doctor who prescribes but 
I am not a prescribing doctor. So I think 
that the tenders should go to the best 
person or the best organisation, but they 
should also be mindful of the fact that 
the third sector organisations have 
limited expertise in delivering clinical 
services as opposed to organisational and 
outreach services. 

SB: You were also instrumental in 
setting up the Practitioner Health 
Programme - a service for sick 
professionals. What motivated this 
interest and how does the 
Practitioner Health Programme 
work? 

CG: The Practitioner Health 

Programme is a service that is available 
to sick doctors or dentists that live in and 
work within the M25 area. By the end of 
year one, there had been referrals of 
nearly 200 patients with very complex 
mental health and addiction problems. 
It was a natural progression really from 
the work that I was interested in, as I am 
a generalist at heart, and that is why I 
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► did not stay in psychiatry. I have 
expertise in addiction but I also really 
enjoy general psychiatry, so the three 
things came together when I saw this 
tender being advertised in that it was 
about physical, psychiatric and social 
issues, and about providing a first 
contact service for a very specialist 
group. 

It has been the most extraordinary 
time setting up and running this service 
not least because it has re-energised my 
interest in mental health as I am now 
working 80 percent in mental health and 
20 percent as a GP. 

However, the mental health work is 
in the context of an integrated service so 
I have Consultant General Psychiatrists 
and Consultant Addiction Psychiatrists 
working alongside me and it has been 
fantastic because I think that the 
psychiatrists are able to do more 
psychiatry as opposed to managing 
teams and I am able to learn from them. 
Also they are learning from me in how 
we might manage problems differently 
from usual psychiatry practice. 

In the end the patient is getting a far 
better service because it is fully 
integrated and also a lot cheaper. So it 
has been fantastic for all sorts of reasons. 
My only worry is about funding, as the 
continuation of funding is still up in the 
air. Also I worry about how we could 
replicate this service across the country 
because there are few GPs with an 
expertise in mental health and 
addiction. 



SCAN June trainees 
conference 
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We are delighted to return once again to Bath for this annual event for trainees and new 
consultants in addiction psychiatry. The one-and-a-half-day conference commences at 
lunchtime on Thursday 17th June and runs through to mid-afternoon on Friday. The 
programme is packed with essentials for any psychiatrist training in the specialty of addiction 
(SpRs/STs 4-6) or those embarking upon a consultant post. From experience we are aware 
that the material covered is also of great interest and value to CTs 1-3, specialty doctors, 
associate specialists and staff grades in addictions and substance misuse, who are all very 
welcome to attend. 


SB: What are your plans for the 
next 10 years? 

CG: I have been elected as the next 
chair for the Royal College of General 
Practitioners, which should keep me 
busy for the next few years! 

I would also like to continue with 
the Practitioner Health Programme and 
make sure that it is secure in its funding. 
I am also a GP partner of a large London 
practice - we are probably currently the 
largest providers of services within 
London - and I have a real vision to try 
and improve mental health services for 
our patients and to set up integrated 
mental health services across the whole 
patch. I would very much like to do that 
given the changes in commissioning that 
will probably happen following the 
forthcoming election. 


SB: Thank you very much indeed. 


The programme promises to cover issues relevant to professionals at this crucial stage in 
their career, from management issues to evidence-based practice, physical comorbidity to 
policy and ethics, medico-legal issues to psychopharmacology. Speakers confirmed so far 
include Dr Louise Sell, Dr Michael Farrell, Dr Ed Day, Prof. Fabrizio Schifano, Prof. Anne 
Lingford-Hughes, Dr Nick Sheron, Dr James Bell and Colin Bradbury (NTA). A full programme is 
available on the SCAN website (www.scan.uk.net). 


In addition to the main presentations, the SpR/STs 4-6 business meeting takes place on 
Thursday afternoon, where you will meet your newly elected Trainee Chair for the Royal 
College of Psychiatrists Faculty of Addiction Executive, and have an opportunity to raise any 
points of discussion. A call for candidates for this position will be emailed to all trainees on 
the SCAN database very soon. A poster competition will also be held, offering the chance to 
summarise and display findings from any recently undertaken original piece of research or 
clinical audit. All those attending the conference will be eligible to take part, and a book 
token will be awarded to the winning entry, judged by a panel of senior addiction specialists. 


Aside from the serious work, this is an excellent chance for you 
meet your peers and network with colleagues whose paths you 
shall undoubtedly cross during the course of your career. We 
look forward to meeting you there. Registration will open in 
April. Please contact Rebecca.murchie@nta-nhs.org.uk for more 
information. 

Amy Wolstenholme, SCAN coordinator 
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Did you remember to pack the wet wipes, Jenkins? 



National alcohol treatment monitoring 
system: an update Adam Major 


The recent release of the first ever full-year’s 
statistics from the National Alcohol Treatment 
Monitoring System (NATMS) has replaced 
estimates with up-to-date knowledge. 

Whilst statistics from the National Drug 
Treatment Monitoring System (NDTMS) 
have been released annually for the last six 
years, collection of information around 
treatment for alcohol misuse has remained 
voluntary: it is not being included in the 
original mandate for NDTMS. However, 
formal recording of this information by 
providers began on 1st April 2008 as part of 
the Department of Health’s Alcohol 
Improvement Programme (AIP). 

NATMS is a facet of the central and 
regional support afforded by the AIP, 
providing information for commissioners and 
service providers on a monthly and quarterly 
basis via ndtms.net. Alongside this, the 
Department of Health has identified seven 
High Impact Changes 1 to help PCTs identify 
key actions for delivery of the Public Service 
Agreement indicator 2 ’ 3 , one of which is to 
improve the effectiveness and capacity of 
specialist treatment. 

As we have been able to analyse a full 
year’s worth of alcohol treatment data for the 
first time, we have been able to find answers 
to questions that, previously, could only be 
estimated; the most comprehensive of these 
estimates having been the Alcohol Needs 


Assessment Research Project (ANARP) of 
2004 4 . 

How many people are accessing treatment 
each year? ANARP’s best estimate was 63,000 
in 2004. Analysis of NATMS data for the 12 
months 01/04/2008 - 31/03/2009 shows that 
100,098 adults accessed specialist alcohol 
treatment during that period. It’s difficult to 
draw conclusions from a comparison of these 
numbers as ANARP’s scope was restricted in 
several ways and its assumptions naturally 
cautious. If the increase is due to finally being 
able to identify people missing from ANARP 
or is due to a genuine increase in the 
treatment population, either scenario is a step 
forward. 

From a demographic point of view, 
ANARP suggested that three times as many 
men as women were dependent on alcohol. 
Whilst this may still be the case, in the current 
treatment population, the ratio of men to 
women is only 2:1. If we assume that take-up 
of alcohol services is the same for dependent 
members of both genders, current data would, 
therefore, suggest that the number of female 
dependent drinkers has increased. If ANARP’s 
proportions remain the case, the difference 
could signify women are more likely to seek 
treatment. 

There is also interest in the age 
breakdown. ANARP estimated the highest 
level of dependence is in the 16-24 age range 


- about 8%. However, it is widely accepted 
that members of this age group rarely seek 
treatment and, in the main, will outgrow the 
consumption habits which lead them to be 
considered dependent. Dependence steadily 
decreases with age, but for those seeking 
treatment, the 35-44 year age group dwarfs the 
numbers aged 18-24 by about 4:1. The average 
age of those in treatment is 41 years. 

Waiting times have improved significantly. 
In 2004, ANARP assessed the average wait for 
clients accessing treatment at 4.6 weeks. 
NATMS now shows the average wait to start 
treatment last year was just 2 weeks, with 78% 
of newly presenting clients waiting 3 weeks or 
less. 

Something it hasn’t been possible to 
ascertain until now, even as an estimate, is how 
alcohol clients exit treatment. As ever, the goal 
is to keep the number of clients dropping out 
to a minimum and to have as many as possible 
completing their course of treatment 
successfully. Last year, 50% of the clients 
exiting treatment completed successfully. This 
compares favourably with the current 40% of 
drug treatment clients doing the same. Further 
investigation would determine whether they 
are, in fact, comparable or if there are other 
reasons for this. Improving on this completion 
rate will be key for the whole field over the 
next few years. 

At this early stage, then, we have a solid 
foundation on which to build and a body of 
evidence from which we can begin to draw 
some conclusions. Soon, there will be a second 
year of data available to analyse and compare. 
Hopefully this is merely the beginning of a 
new era in our understanding of alcohol 
treatment in England. 

REFERENCES 

1 Statistics from the National Alcohol Treatment 
Monitoring System (NATMS) 1 April 2008 - 31 March 
2009 www.ndtms.net/alcohol.aspx 

2 www.alcohollearningcentre.org.uk/Topics/ 
Browse/HIC/ 

3 www.hm-treasury.gov.uk/d/pbr_csr07_psa25.pdf 

4 Drummond, C., Oyefeso, N., Phillips,!, Cheeta, S., 
Deluca, P. et al (2005) Alcohol Needs Assessment 
Research Project (ANARP). The 2004 National Alcohol 
Needs Assessment for England. Department of 
Health: London 

www.dh.gov.uk/en/Publicationsandstatistics/Publicati 
ons/PublicationsPolicyAndGuidance/DH_4122341 



Adam Major, Information 
Analyst in Alcohol and Needle 
Exchange, National Treatment 
Agency 
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RETENDERING 



service for a re-tender, the answers 
broadly fell into the following 10 
themes. 

1 If possible, avoid a 
re-tender and instead consider re¬ 
modelling. 

Re-tendering is time consuming and 
highly stressful. Consider the 
vision of the commissioner and 
see if this can be achieved by 
working in collaboration 
within a re-modelling 
exercise. The better you 
understand the 
commissioner’s views and 
the more open your service 
is to working flexibly and 
innovatively, the more likely 
you will be able to avoid the 
disruption of a full re¬ 
tendering process. 


Dr Owen Bowden-Jones recently 
undertook a survey of Addiction 
Faculty members to discover the 
lessons learnt from re-tendering and 
service re-design from around the 
country. 


Dr Owen 
Bowden-Jones, 
Consultant 
Addiction 
Psychiatrist, 
CNWL 
Foundation Trust, 
London 



The survey asked the question, “What 
advice would you give another 
consultant to help them prepare their 
service for a re-tendering process?” 

More than 50 members responded 
with the vast majority working in NHS 
Trusts, two thirds of which held 
Foundation status. Three quarters of 
respondents had recently been or were in 
the process of a re-tender and most of the 
others were undergoing service re-design. 

More than half of respondents felt 
they had some influence on the outcome 
of the re-tender/service redesign. 
Interestingly, most said that their Trust 
was looking to compete for new business. 

When asked how to best prepare a 


Understand what the 
commissioners/D AAT want. 

Look at the most recent DAAT needs 
assessment for clues. Pay particular 
attention to the patient demographics 
within your area. Is your service seeing 
the ‘right’ patients in terms of ethnicity, 
drug of use and gender? What does the 
commissioner identify as a priority? 
Throughput, the recovery agenda, 
stimulant users? Does the commissioner 
have a particular model in mind (e.g. One 
stop shop, poly-systems)? Make sure 
whatever model you decide upon meets 
the re-tendering service specifications. 

3 Know your service. 

Make sure your data systems can 
accurately tell you how the service is 
performing. Your finance systems should 
tell you where you are spending your 
money. How much do you cost relative to 


other providers in the area? Consider 
patient satisfaction measures as a way to 
understand how well your service is 
doing. 

4 Severity, complexity and added 
value. Decide how to demonstrate the 
severity and complexity (both physical 
and psychiatric) that your service is able 
to manage. Emphasise that your service, 
with its highly skilled (and expensive) 
workforce, is able to treat severe and 
complex cases which other services may 
not. Remember to include in the 
tendering document all the ‘added value’ 
that comes with your service, including 
teaching, training, research and well 
developed clinical governance structures. 
One respondent commented, “we’re in it 
for the long haul” underlining that the 
NHS is likely to be a consistent presence 
for the foreseeable future, offering 
continuity to patients. 

Don’t expect the commissioner to be 
too impressed by added value, however it 
is worth pointing out that “it comes for 
free”. 


5 The ‘Quality’ debate. 

For the commissioner, the re-tendering 
will be defined by the budget and they 
will be looking for best value. As early as 
possible think about the ‘cost versus 
quality’ issue. What is the best model you 
can propose given the financial 
boundaries. One respondent suggested 
offering the commissioner two options, 
one within budget and another proposing 
a better quality service but at a higher 
price and then leaving the commissioner 
to decide what they wanted to purchase. 

6 Communications. 

Your relationship with the commissioner 
is crucial, as is your knowledge of your 
local patch. Involve stakeholders such as 
the PGT, local GPs and third sector 
organisations early in the re-tendering 
process. 

Let your staff know what is going on 
to avoid confusion and rumour. Your 
service will be “selling itself’ and so 
consider a communications strategy with 
others including PCT, CJS and DIP. 

7 Partnerships. 

Consider bidding in collaboration with 
other agencies, for instance a third sector 
agency with whom your service works 
closely. The advantages of a consortium 
bid include the sharing of experience and 
workload in preparing the bid. It may also 
enable the consortium to offer a “whole 
systems” approach with integrated tier 
two, three and four provision. Pick your 
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partners with care, basing your choice on 
who “fits” best with your services and 
how they would contribute to the 
proposed model. Many third sector 
agencies will have excellent ideas on how 
to develop a bid and “the best joint bids 
happen when each partner brings 
something unique”. 

8 Make time. 

Preparing for a re-tendering process is 
incredibly time consuming and resources 
should be identified to give the right 
people time to plan the strategy and write 
the documents. “Your bid will be 
hopeless if you try and cram it in the 
lunch hour with whoever happens to be 
around.” 

9 Patients and carers. 

Many patients and carers feel 
passionately about their services and can 
powerfully advocate for you. Make sure 
you give patients a genuine opportunity 
to talk about their experiences of using 
the service. 


Avoid conflict and stay positive. 

“Commissioners want value for money, 
that is their job. Try not to see them as 
the enemy!” 

Many third sector agencies present a very 
positive and engaging view of their 
organisation. Several respondents 
commented on the danger of NHS 
services being too defensive. “Try to be 
upbeat about what you have to offer”, 
“say yes, before you say no”, “no-one 
wants a service that is stuck in one way of 
working and isn’t prepared to innovate 
and think flexibly about the future”. 

Every re-tendering/ service re-design will 
present unique opportunities and 
significant challenges. Even if you do not 
agree with every point raised, I hope this 
selection of advice from addiction 
psychiatrists from around the country will 
provide a pragmatic and positive starting 
point for those about to embark on the 
process. 

Comments welcome to Owen Bowden-Jones 
via SCAN: scan@nta-nhs.org.uk 


I was asked to look from a Third Sector 
perspective at the issue of procurement of 
addiction services through re-tendering. I should 
reveal at the outset that Action on Addiction 
has both won and lost competitive tenders and 
in our view, when we have lost it has been the 
fault of the nefarious others and when we have 
won, this was achieved entirely through our 
own faultless performance! 

The statutory sector is not alone in its 
vulnerability to commissioning upheaval. Many 
Tier 2, 3 and 4 services run by charities have also 
found their work transferred to new ownership 
and management through competitive 
tendering. It would be interesting to see how 
many have moved from one voluntary sector 
provider to another and how many returned to 
statutory management. However, the key 
question must be: is the service better for it? 

The independent sector Tier 4 provision has 
been undergoing another type of distress. This is 
due in part to a systemic lack of interest or 
incentive to secure abstinence-based treatment 
and recovery options for patients against a 
backdrop of policies weighted excessively in 
favour of harm reduction models. Beds have 
been lost as a result. 

We can probably all agree that commissioners 
need to find ways of ensuring best value for the 
taxpayers' pound. The question is whether the 
current frenzy of de-commissioning, tendering 
and re-commissioning is going to achieve that. 
However, I am not aware of any systematic 
monitoring of the impact of tendering to see 
whether results improve. There ought to be. 

Assessment of value must surely hinge on 
whether what is commissioned offers the best 
chance of achieving the desired outcomes as 
efficiently or as economically as possible. It is 
particularly important in straitened times that 
we do not allocate any more resources than are 
absolutely necessary to achieving those 


outcomes. At the same time we must ensure 
that the preoccupation with achieving the best 
value in the delivery of a specific service does 
not mean that we come to overlook the longer 
term and wider necessity of investment in 
research and development. Quality cannot be 
delivered solely by bureaucratic prescription but 
is achieved and sustained through an ongoing 
dynamic process between practice, evaluation 
and learning within a conducive culture. 

Although there is a great deal of anxiety in the 
air, aroused by reports of re-tendering 
nightmares where longstanding services have 
been torn from the arms of one provider and 
thrust by cruel commissioners into those of 
strangers assumed to operate from very 
different values, I think that there is some risk of 
over simplification. Inevitably there are upsides 
and downsides to change; winners and losers. 
Our concern as a charity is that our beneficiaries 
should be the ultimate winners whether we are 
directly involved in their care or not. 

Besides challenging the cost base of current 
provision, putting a service out to tender can be 
an effective way of counteracting stagnation, 
inertia and the complacency that can develop 
through an assumption of permanence. "We 
have always been here so we have a right 
always to be here," may be the unspoken 
belief. The focus has shifted from high quality 
service delivery to self-preservation. 


But while we chase after productivity and 
efficiency, concepts that have migrated from the 
world of commerce, let us be careful not to 
corrupt genuine quality or discard valuable 
knowledge, skill and experience for them only 
to be unearthed later by some archaeologist of 
disaster when things have gone horribly wrong. 

I believe that statutory commissioners on the 
one and statutory providers on the other view 
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Contingency management: a tale 

Karen Williams 


the voluntary sector differently. The former may 
be excited at the prospect of a cheaper option 
than is provided under contract with traditional 
services while the latter will view the voluntary 
sector with suspicion for the same reason. The 
voluntary sector may challenge what it might 
perceive as the statutory provider's unfair 
advantage in the market, while the latter may 
call into question the voluntary sector provider's 
competence. The truth is there are providers of 
high quality in both sectors. We need to 
recognise and preserve what makes them so 
and learn from each other, particularly as 
regards the economic achievement of good 
outcomes. 

Some voluntary sector providers see themselves 
as quasi-public services and perhaps rightly 
given that a number report that 90% of their 
turnover comprises income from the state. 
Several have invested in small cadres of people 
who do little besides work on tenders. There are 
Third Sector organisations that have grown very 
rapidly indeed on the back of this strategy. It 
remains to be seen how many are able to 
deliver and sustain quality and achieve 
outcomes worthy of note or leave any 
meaningful legacy in the development of 
addiction treatment. 

Some of my colleagues take a hard-nosed 
approach to securing the business, operating 
some highly questionable practices that do not 
give any reassurances that fairness and 
transparent processes are the order of the day. 
For instance, on a number of occasions 
providers have deliberately underbid to win a 
contract, only to go back to the commissioner 
later to agitate for a price hike due to their 
inability to deliver for the price on which they 
won the tender. 

Tendering stimulates a market and as such it 
invites competition which presumably is in part 
meant to drive down costs. The problem is that 
unless commissioners really understand the 
range and quality of inputs needed to achieve 
the desired outcomes, there is a real risk that 
price will, if it has not already, become the 
dominant factor. That will hurt high quality 
providers of whatever sectorial hue and most 
importantly suggests a degree of contempt for 
the clients, implying that they deserve no better. 


ti/' \ J Nick Barton, Chief Executive, 
■(fcr* Jfl Action on Addiction 

m 


“So we’re agreed,” said Mum. “You 
eat your vegetables every day for 
five days and then I will take you 
to Gobble and Go.” 

“Deal,” shouted Horrid Henry. 

“I always eat my vegetables,” said 
Perfect Peter. “What’s my 
reward?” 

“Health,” said Mum. 

From Horrid Henry Eats a Vegetable 
by Francesca Simon 


Contingency management: desired 
behaviours are systematically 
reinforced by providing a variety of 
incentives to modify a person's drug 
misuse or to increase health-promoting 
behaviours. 

The NTA pilot 

Before the publication of the NICE psycho¬ 
social guidelines, the NTA decided to pilot 
contingency management in the English 
treatment system 1 . After completing 
questionnaires in summer 2007, a chilly 
meeting in a windowless London hotel, 
phone calls, emails and data collection, the 
West Gloucestershire Community Drugs 
Team was one of the 15 teams selected. 

Somehow (due to generosity or 
indecision) we ended up volunteering to do 
all three arms of the pilot: Drug free, 
Attendance and Hepatitis B test and 
Vaccination programme. It ran June- 
December 2008. 

West Gloucestershire Team and its 
catchment area 

The team is part of the 2gether NHS Trust 
Countywide Specialist Substance Misuse 
Service (CSSMS) for Gloucestershire 
(population 577,476). CSSMS has two 
community teams (East and West 
Gloucestershire) providing tier 3 specialist 
prescribing and specialist alcohol work, a 
criminal justice drugs team and a tier 4 
specialist inpatient unit. There is a 
countywide primary care team (for drugs 
only) that treats less complex cases and 
patients can move between services if their 
condition or needs change. 

The West Gloucestershire team covers a 
mixed urban patch of Gloucester 
(population 120,000) and the beautiful, but 
rather deprived, area of the Forest of Dean 
(population 70,000). 88% of the catchment 
area population is white British. There are 
an estimated 3,046 problem drug users in 


Gloucestershire 2 and half of all referrals to 
CSSMS come to the West Gloucestershire 
team. The team are commissioned to treat 
350 drug patients and 100 alcohol patients; 
we receive 20-25 referrals per month. 

Outpatient clinics, key working 
appointments and the supervised 
consumption clinic (which supervises around 
70 people per day) for Gloucester patients 
are held at the team base (a grade 2 listed 
building in the centre of Gloucester). The 
Forest of Dean patients are seen in their 
local health centres and community 
hospitals. 

At the time of the pilot, the team 
comprised: one band 7 team leader, three 
band 6 nurses, a band 6 social worker, four 
band 5 nurses, three support workers, one 
consultant, one ST3 trainee, one part-time 
ST4, six administrators (three part-time). All 
but one of the nurses were RMN trained, 
and two of the support workers had been 
with the team for over five years. 

Most of the team had completed 
Community Reinforcement Approach (CRA) 
training in 2007. CRA is underpinned by the 
same behavioural theory that underpins CM 
and has been used with success alongside 
drug free CM in the treatment of cocaine 
users 3 . You will note that we did not have a 
psychologist on the team. 

Team preparation and training 

The NTA held a session to disseminate 
teaching and learning materials for the pilot 
leads. Following this event we held a 
teaching session with the whole team at 
which we presented the NTA PowerPoint, 
some USA research data including a case 
study and the local protocols and 
paperwork. We also discussed staff attitudes 
to the demonstration project. We checked 
understanding of the principles of 
contingency management using a quiz. 

All staff were invited to participate in 
the pilot but it was made clear that this was 
entirely voluntary. Although some staff were 
obviously struggling with ethical issues, no 
one asked to be excluded from the 
programme and all fully co-operated with 
identifying potential patients. 

CM was put on the agenda of the team 
meeting, and staff were encouraged to seek 
help from either the team leader or me if 
they were having any difficulties with any 
aspect of the programme. 

Patient selection 

Patients for the attendance and drug-free 
programmes were selected by case note 
audit and discussion with care co-ordinator 
by the ST4 doctor. Attendance CM patients 
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four appointme its with their key worker. For 


who had tested 
n or cocaine (or had not 
t ley admitted to using) on at 
four tests were eligible 
fulfilled criteria for 
both Attendance and 
Drug Free CM, they 
were allocated to the 
attendance CM 
programme. 

Anyone who 
had not previously 
been given 
hepatitis B 
vaccination was 
eligible to join 
the BBVCM. 
Patients were 
recruited by on¬ 
site posters and 
at community 
clinics/key 
worker 

appointments. 
Patients could be 
on the BBV test 
and vaccination 
programme as well 
as drug-free or 
Attendance 


programme. 


Drug-free Programme 

The use of heroin or cocaine was targeted. 
Patients were rewarded for giving drug-free 
urine tests (supervised). The incentive per 
clean test increased with negative testing 
and the frequency of testing reduced with 
continuous clean tests (3x per week- once a 
week). If the patient produced a test 
positive to drugs the incentive and 
frequency returned to that at the beginning 
of the programme. The programme only ran 
for 12 weeks, whether or not the patient 
had achieved the goals. The maximum 
incentive possible if all tests were negative 
was £108. 

25 patients fulfilled the criteria, of these 
seven declined to participate and five never 
started the programme. 23% of the 
remaining 13 people gave negative urine 
tests at least 75% of the time. Although 
only two people earned the full incentive 
the programme made a great difference to 
six patients. 

One patient was using crack cocaine at 
least twice a week and all four of his last 
tests were positive to cocaine. Before 
embarking on the programme he could not 
see how he was going to stop, he was 


depressed, in debt to his partner and family 
and was unemployed. He completed the 
programme and earned £75; he has since 
transferred to the primary care team and at 
six-month follow up was in full-time work 
and had used crack only twice. 

Attendance programme 

Patients had to attend weekly appointments 
within 15 minutes of the start time. No 
cancellations were accepted unless backed 
up by official documentation. The incentive 
per assessment increased if they attended 
and was reset to the starting value if they 
failed to attend. Patients could earn £132 if 
they attended all the appointments in the 
12-week period. 

34 patients fulfilled the criteria, seven 
declined (six due to transport issues), 27 
enrolled, one person failed to start. 

13 of the 26 people on the programme 
attended at least nine of their 12 
appointments. One patient really changed 
her behaviour: beforehand she failed to 
attend 3/4 CSSMS appointments and 
regularly missed other appointments. She 
had 100% attendance on the CM 
programme and also began to attend her 
dentist, the diabetic clinic and completed an 
evening class course. 

BBV test and vaccination programme 

Patients were given shopping vouchers 
(which could not be used for alcohol or 
tobacco products) starting at £5 for blood 
test and first vaccination, £10 for second 
vaccination and £15 for third vaccination, 
provided they attended within a month of 
an ultra rapid vaccination course. This 
programme proved easier to deliver in the 
city than the rural area. 40/50 patients 
completed the programme. One person 
missed one vaccination, six had blood tests 
only and no follow up and three consented 
but had no testing or vaccinations. The 
completion rate was a considerable 
improvement on the pre-CM vaccination 
rates. 

Incentives for drug free/attendance CM 

Patients were asked to identify some 
healthy/pro-recovery items to spend their 
incentive money on. Money earned was 
accumulated in an account, which could be 
used at any time. The patients did not 
handle the money themselves but staff 
bought the chosen items, which included 
clothes, gifts for children, fitness-club passes 
and household equipment. 

It was interesting that many patients 
took a long time to use their incentive 
money (two have still yet to do so!) Many 


still talk about what they spent their money 
and vouchers on. 

Attitudes 

Patients not on the programme responded 
well to being reassured that they were too 
stable to need the intervention. They also 
understood that the financial cost of relapse 
would far outweigh any potential incentive. 

Most staff were initially sceptical, and 
later pleasantly surprised, that patients 
attended for relatively small reward. A 
minority felt that the programme was 
rewarding people for "what they should be 
doing anyway" and did not change their 
attitude despite education and experience. 

Conclusions 

CM is not for everyone. Some staff find it 
difficult to reward good, rather than punish 
undesired, behaviour. They should not be 
part of the programme as failure to give 
positive verbal feedback can undermine 
CM. Few patients are morally opposed but 
for some the rewards are not enough to 
effect change. Most patients soon 
understand that the behavioural change is 
more important than the financial incentive. 

CM requires good protocols, paperwork 
and information sheets for patients. Staff 
need good training and to have live 
supervision to enhance compliance with the 
therapy. It requires staff to be more 
organised and structured in treatment 
delivery. 

The financial cost of the programme is 
mainly due to extra urine testing, transport 
and staff time. The cost of the incentives is 
minimal, but time spent purchasing items 
and vouchers may require extra resources. 
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Three new SCAN addiction psychiatry trainees 

SCAN welcomes three new trainee addiction psychiatrists to the team. Specialty trainees Dr Eleanor 
Holliday (Nottingham Substance Misuse Service), 
left. Dr Lihini Gunawardana (Cardiff Addictions 
Unit), middle, and Dr Anshul Swami (South 
London and Maudsley NHS Trust), right, were 
successful in the recent recruitment drive. They 
will be joining our two existing trainees and 
working with the team for the coming year on 
various projects. 



SCAN conference: a new dawn 


Regional 

NORTHWEST 13th May 
SOUTHWEST7th May 
SOUTH EAST 25th June 
EAST 14th May 
EAST MIDS 18th June 
NORTH EAST 10th June 

National/International 

29-30 April 

Royal College of Psychiatrists Faculty of Addictions 
annual residential meeting. Bristol Hotel, Bristol. 
Dela Goka: dgoka@rcpsych.ac.uk 020 7235 2351 
ext 6145 



AFTER many enjoyable years at our faithful 
Manchester Airport venue, the SCAN team and 
Steering Group feel it’s time for a change, and time to 
treat our valued SCAN conference delegates to a 
more temperate climate. 

So we have decided to take the 2010 conference 
to theemail via scan@nta-nhs.org.ukwill be no 
objections to the change of scenery, proximity to the 
sea, relaxed Iberian atmosphere, Mediterranean food, 
not to mention the impressive architecture and art this 
city has to offer. 

The working title for this year’s conference is 
Addiction Treatment: Evidence in Practice. As usual 
we aim to strike a useful balance of evidence based 
practice and translation of the latest policy and 
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guidelines into the real world, complimented by 
relevant research and other essential issues in the 
clinical treatment of addictions. This event is open 
to all specialists in the field, including psychiatrists 
(all grades), clinical psychologists, nurses, specialist 
GPs and other allied health professionals. Final 
details are being arranged, but please put Thursday 
30th September and Friday 1st October in your 
calendar. We look forward to seeing you there. 

SCAN Masterclass update 

We are pleased to announce that SCAN has now 
negotiated a contract with the Department of 
Health to deliver the SCAN Masterclass Series in 
Advanced Clinical Management of Addiction. The 
Masterclasses will deliver high quality training on 
aspects of clinical management of addiction not 
covered by existing courses. This will appeal to all 
clinical addiction psychiatrists, but particularly 
Specialist Trainees seeking more advanced 
knowledge and skills, and Consultants and Career 
Grade doctors in addiction wanting updates on the 
latest research and best practice as part of CPD. 
Specialists from other disciplines will also be 
welcome to attend. We will be developing the 
Masterclass programme over the coming months 
and SCAN is holding a workshop at the 
RCPsych Faculty meeting in Bath on 29th 
April, 14.45-16.15 to which interested SCAN 


25 May 

"Addiction" The Royal Society of Medicine 
Detailswww.rsm.ac.uk/academ/addiction.php 

8 June 

MCA SYMPOSIUM: Alcohol and the brain. Royal 
College of Physicians info@m-c-a.org.uk 

10-11 June 2010 

British Journal of Hospital Medicine: Addiction and 
the Liver. Institute of Physics flo.doel@markallen 
group.com 0207 501 6761 

17-18 June 

SCAN addiction psychiatry meeting for trainees and 
newly-appointed consultants, Francis Hotel Bath 
Rebecca.murchie@nta-nhs.org.uk 020 7972 1982 

21 - 24 June 

Royal College of Psychiatrists Annual Meeting. EICC, 
Edinburgh conference@rcpsych.ac.uk 
020 7235 2351 x6129 
27-30 June 

Research Society on Alcoholism, San Antonio, Texas 
DebbyRSA@sbcglobal.net 



Royal College 
of Psychiatrists 


ETZZa 

National Treatment Agency 
for Substance Misuse 

SCAN is funded by the Department of Health and 
jointly supported by the Department of Health, the 
Royal College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 


members are invited to attend. 
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